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Poor access to mental healthcare is widely reported, though differs according to socio-
political and economic contexts. Many European governments are persisting with austerity 
measures, but recent years have seen unprecedented public investment in emerging 
economies, including BRICS (Brazil, Russia, India, China, South Africa).  Rapid growth in 
BRICS has now halted, e.g. following China’s stock market crash and Brazil’s economic 
recession. These precarious global transitions influence burden and demand for services. 
Innovations prompted by these transitions, in both high- and low-resource countries, could 
help us meet population needs more effectively during times of economic shock, whether 
scarcity or affluence.  
Shifts to related sectors 
Austerity can present an opportunity to be more innovative1 and some of its potential 
impacts might be averted by prioritising investment to protect public mental health. In 
Finland and the US, where social benefits were maintained and enactment of parity laws 
improved access to mental healthcare, adverse events seen during economic crises, 
including increased suicide, were avoided.1,2 When there are threats to the mental health 
system, some tasks, can be efficiently shifted to related sectors (including early education, 
housing, primary care, employment).3,4 With sufficient training, community workers can 
provide effective first-line care for people with severe mental illness including psychosis3,5 
and help reduce the risk of perinatal depression. Although task-shifting is not suitable for all 
individuals, a tiered approach could support identification of common mental illness 
allowing limited specialised resources to be allocated to more complex cases. When 
coordinated, such actions can protect positive mental health, creating psychosocial care 
networks capable of influencing incidence, persistence and intractability of mental illness.  
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Promoting cross-sector psychosocial care networks 
BRICS have historically invested little in mental compared to physical health, but have been 
increasingly responsive to calls for augmenting or re-deploying spending.  Given their leaner 
economies, doing so has required innovation from which richer countries might learn. In 
particular, five factors might be adapted from some BRICs to establish effective psychosocial 
care networks to promote mental health at multiple socio-ecological levels:  (i) Services 
being fully embedded in communities, incorporating community mental health workers, 
supported family members, and service delivery through non-traditional platforms; (ii) 
judicious use of highly specialised workers who might be better placed in 
teaching/supervision/consultative roles rather than direct care provision; (iii) better task-
sharing with non-traditional providers; (iv) active outreach and, (v) attention to social 
determinants.  
Over recent decades, Brazil has developed the “Psychosocial Care Network” a policy for 
integrating primary care (ESF) and community-based specialty mental health clinics, thereby 
providing a model for reducing the treatment gap.6 Several features promote access. ESF 
uses decentralised units deeply connected to the community and close to people’s homes. 
Family health teams, mainly comprising lay health workers, but also a primary care physician 
and nurse, actively monitor living conditions, health status and provide first-line treatment. 
Mental health teams support family health teams through training, supervision, referrals 
and home visits5.  A particularly novel aspect of the psychosocial care network is systematic 
home visits to support people who may need treatment but do not seek help. This outreach 
could facilitate early intervention and reduce the treatment gap for a critical group. 
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In addition to careful investment and service design, the social environment, including social 
capital and cohesion, needs to be considered, both as a resource and for impact on access. 
Mental health service efficacy is sensitive to cultural, societal, political, and personal 
contexts and values. Research in low-income settings in the US has shown investment in 
collaborative community partnerships, alongside service developments,  is crucial for 
improving engagement and outcomes.7 Moreover, mobilising communities through training 
laypersons to engage people with mental illness has demonstrated improvements in public 
mental health8 and is particularly important in the context of limited effectiveness of 
current drug and psychological therapies. Social context helps explain variations in care and 
help-seeking, independent of healthcare resources.9  . 
In Russia, which for 100 years has had a social protection system supporting people with 
disabilities and those with a mental illness; developing links with sectors outside healthcare 
proved crucial for reform. Addressing administrative barriers and stigma among key 
stakeholders was shown to increase competitive employment opportunities for people with 
severe mental illness and decrease hospitalisations.10 However, replicating this 
collaboration with other sectors across the country is problematic and political challenges 
remain.10 In Brazil, anti-poverty programmes such as conditional cash transfers have 
decreased poverty and inequality, and indirectly improved mental health among poor 
families.11  
The promise of bi-directional sharing 
Given the rapidly changing global context, more diverse and adaptable strategies are 
needed to maintain sustainable mental health systems to meet changing population 
demands. Particular challenges remain in BRICs, especially around deinstitutionalisation and 
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the sustainability of community professionals who may be overloaded or move to other 
roles, e.g. nursing. Highlighting good practice (e.g. http://mhinnovation.net) can help 
identify successful models which could be tested and refined across diverse settings. 
Bidirectional diffusion of solutions across settings could encourage innovative strategies for 
improving mental healthcare. In particular, ‘lean’ economies which have experienced 
longer-term resource constraints could help improve coordination and utilisation of existing 
resources, while better resourced economies might contribute innovative approaches to 
measuring outcomes – essential for maintaining quality and justifying allocation of 
resources. Although we cannot ignore that many places lack the means to address mental 
illness, and strongly encourage additional investment in this area, learning to respond to 
demands with what is available is the current reality. Recognition and support for these 
solutions is also needed to spread and extend useful and practical innovations across health 
systems globally.  
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